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Is non-employment associated with the health 
disadvantage among lone mothers in Britain, Italy and 
Sweden? Family policy and synergy effects 
 
Outline manuscript 
Please do not quote or cite 
 
Abstract 
This study analyses self-rated health and non-employment and potential synergy effects 
among lone and couple mothers aged 25-59 in Britain, Sweden and Italy, representing 
different family policy categories using data from national surveys (2000-2005).  Synergy 
effects on health were calculated by synergy index. Non-employment only marginally 
contributed to the excess risk of poor health among lone mothers but there were synergy 
effects between lone motherhood and non-employment in all three countries, producing a 
higher risk of poor health than would be expected from a simple addition of these exposures. 
Results are discussed in relation to the different family policy and living contexts. 
 
Key words: 
Single parent, welfare state, family policy, poor health, employment 
 
Introduction 
Combating poverty and increasing the standard of living among disadvantaged groups is a 
basic purpose of developed welfare states. Lone mothers, being an economically vulnerable 
group of women, have been proposed as a litmus test as to how family policy regimes operate 
(Burstrom, Whitehead et al. 2010). This article builds on our previous study of health 
inequalities between lone and couple mothers in different family policy regimes (Burstrom, 
Whitehead et al. 2010), and adds sub-group analysis of a particularly vulnerable group of the 
lone mothers; the non-employed. 
 
As Bambra and Eikemo (2009) recently showed, the associations between employment status 
and health play out differently in different countries. Several studies have found positive 
health effects of combining employment and family for women, including lone mothers 
*Manuscript without Author Details
Click here to view linked References
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 2 
(Fokkema 2002; Lahelma, Arber et al. 2002; Artazcoz, Borrell et al. 2004; Zabkiewicz 2010). 
Just as unemployment has been associated with worse physical and mental health (Bartley, 
Ferrie et al. 2006), and with negative health behaviours such as smoking (Waldron and Lye 
1989), women who are keeping house full time are more likely to report ill health, compared 
to those in employment (Bartley, Ferrie et al. 2006). Studies have shown that there may be 
health selection into non-employment (Jusot, Khlat et al. 2008). 
 
However, the relation between employment and health may be different among men and 
women, in different social groups, and in different national contexts, where the meaning of 
paid employment may vary because of norms, values and policies. Family policy 
encompasses policies for reconciling employment and parenthood (Gornick and Meyers 
2003). These are of particular salience to parents with dependent children, and especially for 
lone mothers. Labour market opportunities for women vary between different welfare systems 
and by social groups, and these country differences are further related to family policy. For 
example, in countries with “earner-carer” (dual earner) policies, employment rates are higher 
among women with low or medium education than in countries with “market-oriented” and 
“traditional-family” policies (Korpi, Ferrarini and Englund 2011).  
 
Drawing specific examples of distinctive family policy categories from the Korpi et al 
typology, we analyse country level data from countries where we have in depth knowledge of 
the policy framework and living conditions among lone mothers. In this study, we aim to 
compare health and non-employment experiences of lone and couple mothers in different 
social positions in Britain, Sweden and Italy. We analyse empirically the social characteristics 
and composition of lone motherhood, exposures to non-employment, the association between 
non-employment and health and calculations of synergy effects between non-employment and 
lone motherhood on health. Finally we discuss the observed findings in relation to policy and 
living conditions for lone mothers in each country. As there are relatively few lone fathers in 
our datasets and both the explanations for poor health and the employment policy context are 
likely to differ for men and women, we have not included lone fathers in the study presented 
here, but they are the subject of future studies. 
 
Model of family policy, parenting and working in Britain, Italy and Sweden 
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 3 
As arrangements differ widely between countries, various welfare state typologies have been 
proposed, including the most recent models based on institutional structures of relevance for 
both gender inequality and class inequality that take special account of the expansion of 
family policy and its effects on the lives of women (Korpi 2000; Ferrarini 2006; Lundberg, 
Åberg Yngwe, et al 2008; Ferrarini and Norström 2010). Family policies are 
multidimensional and reflect conflicting political forces as well as religion. The main 
distinction is made by whether they favour traditional families, market reliance or mother‟s 
employment. This typology groups countries similarly to the well-known overall welfare 
typology of Esping-Andersen (1990). The difference however, is that the focus here solely is 
on institutional dimensions of family policy.  
 
Figure I illustrates the categorisation of family policy along two dimensions: the degree to 
which policy supports a traditional, nuclear family (where benefits, tax relief and leave 
entitlements support the father as the main breadwinner and the mother to stay at home to care 
for children) and the degree to which policy supports a dual-earner family. The exact 
operationalization of the model is spelled out in detail in Ferrarini and Norström (2010). The 
categorisation of countries should not be regarded as fixed, but may change as policy shifts. 
Below we discuss what outcomes the institutional differences in family policy have in terms 
of arrangements for employment and parenting for mothers in our chosen countries. 
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Figure I. Dimensions and models of family policy around the year 2000. Adapted from Korpi 2000, 
Ferrarini 2006 and Ferrarini and Norström 2010 
 
In this typology, Britain falls into the „Market-oriented model‟ with lower levels of support in 
both dimensions, leaving families to deal with family support and childcare privately through 
the market. Traditionally, employment rates have been low among mothers in Britain, 
especially among lone mothers, who have received financial support to stay at home with 
their children. Since the late 1990s and until recently, however, a range of social and 
employment policies have been introduced to support maternal employment (Cebulla, Flore et 
al. 2008; Lewis, Knijn et al. 2008) and these efforts have increased employment rates of lone 
mothers. Flexible employment and family friendly policies have been introduced through 
legislation and both maternal and paternal leave and benefits have been improved albeit from 
a comparatively low level (La Valle, Clery et al. 2008). At the same time, there was extensive 
investment in making childcare more available and affordable, with the National Childcare 
Strategy introducing 15 hour per week of free early years education for three and four year 
olds and a subsidy for childcare for working low and middle income families (La Valle, Clery 
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et al. 2008). Child care for children aged below three is generally provided by parents, 
grandparents or child-minders (Lewis, Knijn et al. 2008). Whilst these reforms have had a 
positive effect on lone mothers employment (Gregg, Harkness et al. 2009), the limited 
provision of low-cost, flexible childcare for low income parents, and lone mothers in 
particular, remains a barrier to employment (Finch 2008; LaValle and Smith 2009).  
 
Italy falls into the „Traditional family policy model‟, orientated towards preserving traditional 
family patterns with highly gendered divisions of labour within families. Tax benefits for a 
working male with a dependent partner and flat-rate childcare leave benefits encourage 
mothers to stay at home. Family and relatives are expected to provide support and the welfare 
state has only a residual role to tackle very critical situations, when individuals and families 
are poor in a manifest way and are entitled to become public assistance recipients. Negative 
attitudes towards mothers‟ employment are more prevalent than in the other policy categories 
(Korpi 2000). As in the rest of southern Europe, women tend either not to work at all, or work 
full-time and continuously, and lone mothers are often in the latter category (Orloff 2002; 
Sabbadini 2006). Childcare in Italy is generally high in quality, but availability is limited and 
heterogeneous across regions, and offers low flexibility in hours of service (Del Boca and 
Vuri 2007). Family support is thus necessary, and the availability of informal childcare 
increases the probability of mothers‟ employment (Del Boca and Vuri 2007). It is especially 
common that grandmothers mind children aged below three, for whom child care is not 
readily available (Naldini and Saraceno 2008). The downside to informal childcare is family 
dependency for lone mothers (Solera 1998). 
 
Sweden falls into the „Dual-earner model‟, encouraging both fathers and mothers to work 
through family-friendly employment policies (including generous parental leave and 
possibilities to reduce work hours) and subsidized universal pre-school childcare provision. 
The employment rates of mothers including lone mothers‟ in Sweden are thus among the 
highest in Europe. However, the employment rate among lone mothers has declined during 
the last decade. Childcare in Sweden is generally considered to be of high quality and 
affordable, fees are income related (with a low ceiling) and heavily subsidised and available 
full time from the child‟s first birthday (Ferrarini and Duvander 2010). Recent changes in 
family policy includes the implementation of the “daddy-months” in the parental leave 
system, but also a flat rate home care allowance that allows a parent to stay home and tend to 
small children and receive a relatively low monthly allowance for this (Ferrarini and 
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Duvander 2010). These observed differences between the countries might suggest that the 
relationship between lone motherhood, non-employment and health might vary. 
 
Lone motherhood, non-employment and health 
 
Lone motherhood is associated with worse health in all three countries (Burstrom, Whitehead 
et al. 2010).  Three main pathways to ill health have been proposed in the literature: material, 
behavioral and psychosocial pathways (Marmot 2006). Discussing how non-employment may 
be related to poor health among lone mothers, the material aspect is important. Studies have 
shown that household labour market attachment has become increasingly important for 
alleviating poverty risks (Fritzell and Ritakallio 2010). In many welfare systems, employment 
also generates eligibility for welfare resources. Being non-employed could result in poverty, 
which may affect health in several ways. Besides the direct effect of material scarcity, the 
alienation from society and stigma also affect health (Reid and Tom 2006). This relates to the 
psychosocial pathway. 
 
As noted by many researchers, life styles and health behaviours such as smoking, lack of 
exercise, poor nutrition etc. are strongly linked to social position, and as such are more 
prevalent among persons with low education and the unemployed and among lone mothers in 
some countries. Non-employment in this study is regarded as a potential explanatory factor in 
the association between lone motherhood and poor health. As noted, mothers‟ employment 
rates vary between the countries. There are many reasons for women‟s economic inactivity, 
which may also differ between countries. A study analysing women‟s disconnection from the 
labour market in England showed that (excluding students) this group included: full time 
homemakers; retired people; those who are not in employment because of long term illness or 
disability; and those who were seeking employment but were not available for work in the 
next two weeks (Grant 2009). Of those who are economically inactive, there may be a large 
proportion who want to work, but who are restrained from doing so (Grant 2009). We also 
distinguish a group that is economically active but not employed; the unemployed. The „non-
employed‟ category is therefore made up of three main groups: people of working age who 
are available for employment and actively seeking employment but without jobs, labelled 
„unemployed‟; people of working age who are not available for employment and not seeking 
it due to a variety of reasons: for example permanent sickness, early retirement, students in 
education, labelled „economically inactive‟. A specific sub-group within the „economically 
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 7 
inactive‟ category are singled out for separate analysis and these are homemakers; people of 
working age who are not employed as they stay at home to care for the family (children or 
elder relatives). This represents a significant sub-group in the context of motherhood and 
employment. 
 
 
Aim 
 
This study analyses the relationship between non-employment and health among lone and 
couple mothers in three different family policy models. Furthermore, we investigate whether 
there are synergy effects between being a lone mother and non-employed on health in these 
different settings, and discuss the results related to policy and actual living conditions.  
 
Data and methods 
 
Datasets 
 
National surveys based on a representative random sample of the population were used for 
analyses for each policy setting, identifying lone and couple mothers aged 25-59 years. For 
Britain we analysed data from the General Household Survey (GHS) (Office for National 
Statistics 2002). The GHS is a continuous, cross-sectional survey of household in Britain, 
administered by face-to face interviews to all adults aged 16 and over in the selected 
households. Data were pooled for the years 2000-2003, yielding 1573 lone and 5293 couple 
mothers. The response rate was between 67 and 72 %. For Italy we used data from the 
National Health Survey for the years 1999-2000 (Istat 2002) and 2004-2005 (Istat 2007), 
administered by both face-to-face interviews and self-complied questionnaires, on a sample 
representative of the non-institutionalised population. We identified 4031 lone and 38841 
couple mothers. The response rate was 87 and 84 % respectively. For Sweden we analysed 
data from the Swedish Survey of Living Conditions (ULF), conducted by Statistics Sweden 
(Statistics Sweden 2006). The ULF is a continuous series of annual surveys on the welfare of 
the population, administered by face-to-face interviews, which draws a random sample of 
approximately 7,500 people from all permanent residents in Sweden, aged between 16 and 84 
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years. Data for the years 2000-2005 were pooled, 867 lone and 4260 couple mothers were 
identified. The response rate was between 75 and 78 %. 
 
Independent variable definitions 
 
A mother was defined as a person who lives with at least one of her children aged less than 18 
years. A “couple” mother was defined as a mother who is either married or cohabiting and 
lives with her partner. A “lone” mother may or may not be living with other adults in the 
households but does not live with a partner. 
 
Age was divided into age groups: 25-34, 35-44 and 45-59. 
 
Level of education was classified based on the international standard classification of 
education (ISCED) for highest attained level of education (UNESCO 1997). The national 
codes were classified into three categories using the ISCED-scheme. ISCED levels 1 and 2 
were grouped into “low education”, levels 3 and 4 into” medium education” and levels 5 and 
6 into “high education”. 
 
Occupational class is based on current or last occupation, and respondents were classified into 
three groups; “non-manual”, “manual” and “never worked”. The last group includes mothers 
who could not be classified into any of the other groups. 
 
Employment status was classified into “employed” (including mothers who are employed part 
time/full time or work unknown hours or are self-employed), “unemployed” according to the 
ILO definition (unemployment is a count of jobless people who want to work, are 
available to work, and are actively seeking work) and “economically inactive” (all others). 
Mothers looking after the home were classified as “homemakers”, and were analysed 
separately from the economically inactive as they make up a large share of mothers in Britain 
and Italy. Swedish lone homemakers were few (n below 50), and therefore included in the 
economically inactive category. In the multivariate analyses (see table II and III), “non-
employed” refers to all those not in employment. 
 
Having pre-school children may influence employment decisions for both lone and couple 
mothers, and perhaps more so for lone mothers. If there is no available/affordable childcare 
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 9 
working outside the home may be difficult. The definition of pre-school children was 
country-specific, according to the common age of starting school. For Britain this means 
children under the age of five, for Italy under the age of six and for Sweden children under the 
age of seven years. 
 
Although not the focus of this study, we have included smoking, as an important health 
behaviour that is implicated in explanation of the observed social inequalities in health  
(Jarvis and Wardle 2006). Smoking status was coded as daily smoker vs not daily smoker. 
 
Dependent variable 
 
The outcome measure was self-rated health (SRH). SRH is recommended as a health indicator 
by WHO (Lundberg, Manderbacka et al. 2000) and is considered a good proxy of future 
morbidity and mortality (Benjamins, Hummer et al. 2004, Jylhä 2009). SRH has been shown 
to be useful both for use within countries and in country comparisons (Lundberg and 
Manderbacka 1996; Jylhä, Guralnik et al. 1998; Yngwe, Diderichsen et al. 2001). In British 
data, SRH was measured on a three-point scale, ranging from “good” to “not good”. The 
responses were dichotomized as “good” and “poor health” (comprising fair and not good 
health). In Italian, as well as in Swedish data, SRH was measured using a five-point scale 
ranging from “very good” health to “very poor” health. The responses were dichotomized into 
“good health”(comprising very good and good health) and “poor health” (comprising 
average, poor and very poor health).  All mothers with a missing value on SRH were excluded 
from analyses.  
 
Statistical analysis 
 
Population characteristics of lone and couple mothers were calculated for each country using 
national survey data. Multivariate logistic regression models were fitted to evaluate the 
relationship between motherhood type and employment status, with poor health as outcome 
measure. In the first model we adjusted for age group. The second model additionally 
adjusted for education. Using educational level rather than current or last occupation as a 
measure for socio economic position in the regression model was judged as preferable since 
education precedes employment. The third model also adjusted for employment status. The 
fourth model adjusted for age group and daily smoking. The covariates included in the final 
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model were motherhood type (lone=1 versus couple mother=0), age (dummies of age groups; 
25-34, 35-44, 45-59, with the age group reporting best health among lone mothers as a 
reference in each country respectively, in all countries 25-34), level of education (dummies of 
education; low, medium and high, with high education as the reference category) employment 
status (non-employed=1 versus employed=0), smoking (daily smoker=1 versus not daily 
smoker=0). Since measures like SRH may be culturally biased (Jyhlä 2009) we studied the 
countries one by one, looking at the excess risk among lone mothers within countries (see 
Esser and Palme (2010) for a similar design). This is further motivated by the slight difference 
in how SRH was measured in Britain. 
 
For Italian data, weights were used to handle differences in sample strategies between the 
survey years. Proportion coefficients were obtained dividing the sample weights of the two 
data sets (1999-2000 and 2004-2005) by the product of the sum of the sample weights for 
corresponding frequencies.  
 
Interaction effects on health between being lone and non-employed were assessed using the 
synergy index, according to Rothman‟s definition of interaction (Rothman and Greenland 
1998) using a SAS program developed by Lundberg, Fredlund, Hallquist and Diderichsen 
(Lundberg, Fredlund et al. 1996). The model investigates whether there are cases that only 
occur in the presence of joint exposure, i.e. the effect of one factor depends on the person‟s 
status of the other factor. Where there is departure from additivity of effects, the exposures 
may be dependent on one another. If the value for synergy exceeds 1.0 there is synergy. 
 
The synergy index is given by: 
 
SI= [RR11-1]/[(RR10-1)+(RR01-1)]  
 
RR11 is the relative risk (RR) among those who are exposed to both risk factors (here: non-
employment and lone motherhood), RR10 and RR01 are the relative risks where only one of 
the risk factors are present, respectively. RR00 is the reference category, which is equal to 1. 
In this study, since we use cross-sectional data we use the odds ratio (OR) instead of RR. The 
results are obtained through logistic regression, controlling for age and level of education. The 
interaction analyses were made for lone and couple mothers who were non-employed vs. 
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employed, economically inactive vs. employed, and finally unemployed vs. employed. We 
also stratified analyses of synergy index by presence of pre-school children in household. 
 
SAS version 9.2 was used for statistical analyses. The study was approved by the Regional 
Ethics Committee in Stockholm, Dnr 2009/1046-31. 
 
 
Results 
 
Following the framework for studying pathways to inequalities in health from the social 
context to health outcomes (Diderichsen, Evans et al. 2001; Fritzell, Ringback Weitoft et al. 
2007; Burstrom, Whitehead et al. 2010), we explored three principal explanations for health 
inequalities between non-employed lone and couple mothers; compositional factors, 
differential exposure to risk factors and finally, differential vulnerability to the same 
exposures. 
 
Social characteristics and composition of lone motherhood and exposures to non-employment 
in Britain, Italy and Sweden 
 
As presented in Table I, the composition of mothers varied between the countries. Lone 
motherhood was most common in Britain, where one in four mothers was lone. The median 
age of mothers and especially lone mothers was lowest in Britain (38 years for couple and 36 
years for lone) and highest in Italy (42 years for couple and 46 years for lone). Swedish lone 
mothers were more evenly distributed across the age groups. Unemployment was more 
common among lone than couple mothers in all three countries. Being in the labour force, 
whether employed or unemployed, was most common among Swedish lone mothers (77.4 %) 
and least common among British lone mothers (60.8 %). Only in Italy did lone mothers have 
higher labour force participation than couple mothers. Homemakers were a large group in 
Britain, and more frequent among lone than couple mothers. In Italy the opposite pattern was 
found. The economically inactive category was more frequent among lone mothers in all three 
countries. 
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In Italy, the largest relative differential in poor health between lone and couple mothers was 
found among homemakers. In Sweden it was among the economically inactive and in Britain 
among the employed.  
 
There were some similarities between the countries in the composition of mothers by 
employment and occupation. In all countries, the employed lone mothers were more often had 
higher education, were more often non-manual than manual workers, and reported better 
health than did non-employed lone mothers. Also, it was less common for lone mothers with 
pre-school children to be employed than for couple mothers in the same situation.  
 
The non-employed lone mothers in both Britain and Sweden were more likely than employed 
lone mothers to be young and have pre-school children (especially the British homemakers). 
The pattern in Italy differed from that in Britain and Sweden. Italian lone mothers who were  
homemakers or other economically inactive were more often older, smoked less and reported 
worse health than the employed or unemployed. Many of the Italian homemakers were in the 
oldest age group and had never worked. British couple mothers who were homemakers were 
predominantly non-manual, while the lone were mainly manual, and more prevalent in the 
younger age-groups. 
 
Daily smoking was more common among non-employed lone mothers in Britain and in 
Sweden, while the employed (and unemployed) lone mothers in Italy reported the highest 
rates of smoking. In Sweden and Britain it was nearly twice as common for lone than couple 
mothers to smoke daily. 
 
Table I about here 
 
Do differences in exposure to non-employment between lone and couple mothers explain the 
risk of poor health? 
 
As there were differences in the social composition between the lone mothers who were 
employed and non-employed, we fitted logistic regression models modelling the odds of poor 
health for lone mothers compared to couple mothers, adjusting for these factors (see Table II). 
The regression analysis showed that the age adjusted odds ratios between motherhood type 
and poor health were highest in Sweden and lowest in Italy. Non-employment was indeed 
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significantly associated with a higher risk of poor health in all settings (OR with CI in model 
3; Britain 1.70 (1.52-1.90); Italy 1.13 (1.08-1.18); Sweden 2.22 (1.91-2.59). Being a smoker 
was also independently associated with poor health. However, differences in exposure to non-
employment between lone and couple mothers only marginally contributed to the excess risk 
of poor health among lone mothers. 
 
Table II about here 
 
Differential vulnerability- is it worse for health to be non-employed and a lone rather than a 
couple mother? 
 
Lone mothers may be more vulnerable to non-employment in terms of health. In the 
interaction analyses (see Table III) we found examples of synergy effects, i.e. that there was 
an interaction effect of combining the exposures of being a lone mother and being non-
employed, causing a higher risk of poor health than would be expected from a simple addition 
of these exposures, in all three countries, although not statistically significant for British lone 
mothers.  
 
Table III about here 
 
Stratified analyses by presence of preschool children in the household, showed that the 
negative interaction effect for combining the exposures of being a lone mother and being 
outside the labour market was higher among British non-employed lone mothers with pre-
school children (2.33, CI 0.97-5.60) compared to 0.98 (CI 0.68-1.42) for lone mothers with 
older children. In Sweden the pattern was the opposite, SI for non-employed lone mothers 
with pre-school children was 1.60 (CI 0.83-3.11) and 2.45 (CI 1.46-4.11) for lone mothers 
with older children. Italian data showed that SI for non-employed lone mothers with older 
children was 1.73 (CI 1.02-2.92) (the model with preschool children did not converge due to 
low number of lone mothers with preschool children).  
 
 
Discussion 
 
Main results 
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The prevalence, social composition and employment status of lone motherhood differed 
between the countries. Lone motherhood in both Britain and Sweden was associated with 
increased risk of poor health, while lone mothers in Italy did not have higher risk of poor 
health compared to couple mothers. Poor health was more prevalent among the non-employed 
mothers compared to those employed, in all countries.  
 
Non-employment only marginally contributed to the excess risk of poor health among lone 
mothers found in Britain and Sweden. However, there were synergy effects for lone 
motherhood and non-employment, indicating a higher risk of poor health than would be 
expected from a simple addition of these exposures, in all countries. Patterns of synergy 
effects regarding lone mothers with pre-school children differed between the countries.  
 
 
Why increased risk of poor health among the non-employed lone mothers? 
 
The prevalence and age composition of lone mothers differed between the countries. The non-
employed in Britain and Italy differed greatly in age. While Britain has a large share of young 
mothers, in Italy many of the non-employed were homemakers who were generally older. 
Common to both groups is that they have difficulty in finding employment. The high 
employment rate in Sweden of women from all social groups is due both to the availability of 
childcare and the job opportunities in the large public service sector. Women‟s position in the 
labour market is affected by a range of social and labour market policies, not least by the 
provision of child care (Huber, Stephens et al. 2009). Indeed, as other studies have shown, 
having pre-school children (Gornick and Meyers 2003) and low education are both related to 
lower employment proportions among women (Lewis 2009). Looking specifically at mothers 
with pre-school children we found that the family policy context does have salience in the 
British and Swedish context, and appeared to be linked to the availability of child care. Thus, 
the risk of poor health was higher among British non-employed lone mothers with pre-school 
children (compared to having older children), while the pattern was the opposite for Swedish 
lone mothers. Combining employment and lone parenthood may be difficult due to the time 
strain it imposes, and lone mothers may be confined to non-employment in spite of a desire to 
work. Besides providing material resources, employment is an important aspect of 
motherhood, also in England (Grant 2009). In line with the dual earner family policy model, 
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in Sweden, working is the morally right thing to do for mothers (Björnberg 1997, Fritzell, 
Bakshi et al. 2011). However, often the jobs available to lower educated women or (as in the 
case of Grant‟s study, 2009) women who are living in disadvantaged neighbourhoods, are low 
paid jobs that lack flexibility in working hours. This lack of flexibility in work hours, as well 
as lack of flexibility in availability of day care may prevent lone mothers from working 
(Fritzell, Bakshi et al. 2011).  
 
Health behaviour may also explain part of the statistical association between lone 
motherhood, non-employment and health. Smoking was nearly twice as common among lone 
than couple mothers in Britain and Sweden, and most prevalent among the non-employed. In 
Italy, differences in smoking between lone and couple mothers were smaller, and the lowest 
rates were reported among the non-employed mothers. In the British context, smoking is 
strongly related to poverty and disadvantage (Graham 2007). Experiences of disadvantage 
such as childhood poverty, leaving school early, moving into early parenthood are cumulative 
and lead to an increased risk of being a smoker (Graham 2007). Also in Sweden, smoking is 
linked to adversity (Ali, Chaix et al. 2009). In Italy, by contrast, smoking has recently been 
taken up by women and is more common among the higher educated, but a shift is taking 
place among young women where smoking is more common among the less educated group 
(Federico, Costa et al. 2007). 
 
The reasons for the synergy effects between lone motherhood and non-employment may be 
two-fold. Firstly, there is health selection into non-employment (Jusot, Khlat et al. 2008), and 
this may be especially so for lone mothers. Secondly, the health impact of not having an 
income from gainful employment may be especially damaging for lone mothers. Both of 
these, in turn, may vary with the societal context. 
 
The welfare arrangements and family policy in Sweden are encompassing and comparatively 
generous. In spite of this, lone mothers without employment fare relatively worse in relation 
to other mothers in Sweden. This may imply a stronger health selection out of employment in 
Sweden compared to Britain, where the employment rate was lowest and where (lone) 
mothers have not been expected to work to the same extent. Employment may also have a 
different meaning and a different association to health in the three countries. While both 
Britain as part of the Market-oriented family policy model, and Italy as part of the 
Traditional-family policy model, have actively promoted mothers to stay at home and look 
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after children – putting women with children apart from the rest of the workforce, in Sweden 
there is an employment imperative for all citizens alike. The findings concerning the poor 
health of the unemployed are in line with findings of Bambra and Eikemo (2009), who 
interpreted their finding as indicating that the negative health effects of unemployment are 
particularly strong for women in the Scandinavian and Anglo-Saxon welfare regimes (where 
we find Sweden and Britain respectively), in comparison with the Southern welfare states 
(where Italy is included). Our analyses focus on the “early days” of the policy changes in 
Britain that took place during the 1997-2010 Labour government aimed at facilitating 
employment for lone mothers. It will be important to follow up what effect these changes in 
policy context, have had for health and living conditions for lone mothers. 
 
The health impact of not having an income from gainful employment may be especially 
damaging for lone mothers. Financial strain has been shown to be an important explanation 
for the excess risk of ill health of lone mothers in comparison to couple mothers (Hope, Power 
et al. 1999; Fritzell and Burström 2006; Cooper, Bebbington et al. 2008). Evidence from the 
Luxembourg Income Study (LIS Inequality and Poverty Key Figures 2010) 2004 and 2005 
indicated that the poverty rates (below 50% of median income) are high among children 
living in lone mother families, and that they vary between the countries; for Britain 32.1%, for 
Italy 29.8%, and for Sweden 10.4 % . Additional analyses of European Social Survey (ESS) 
data (Survey 2009) from rounds 1 and 2 conducted between 2002 and 2006, indicated that 
financial problems were considerably more common among the non-employed lone mothers 
than among the employed in all three countries (data not shown). Furthermore, in terms of 
social exclusion, analyses from the ESS data show that the non-employed lone mothers stood 
out as more disadvantaged than employed lone mothers, and in relation to non-employed 
couple mothers. This is in line with the reasoning of Sen (2000) who argues that besides from 
being excluded from economic opportunities it may also be problematic for jobless people to 
participate in community life.  
 
Swedish lone mothers have experienced a deterioration of living conditions and health during 
the 1990s. The link between employment and health has become stronger (Fritzell, Ringback 
Weitoft et al. 2007), and the present study shows that health was strongly associated with 
employment also in 2000-2005. Still, the comparatively low level of poverty among families 
with children in Sweden (and other Nordic countries) is likely to be due both to the relatively 
higher level of benefits received and the dual-earner model facilitating mothers‟ employment 
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(Ferrarini 2006). Replacement rates and entitlements to benefits are of potential significance 
for the health of the non-employed. A study analysing mental health among the unemployed 
in Sweden, Ireland and Britain suggested that higher levels of benefits such as in Sweden 
improve the mental well-being among the unemployed (Nordenmark, Strandh et al. 2006).  
 
Seemingly, in Italy there was only a small excess risk for less than good health compared to 
couple mothers. This may however be influenced by family values, social stratification and of 
different routes into lone motherhood. Mothers can be lone parents for many reasons. Family 
values regarding divorce, separation and unmarried parenthood in combination with 
possibilities of making a living as a lone mother - what Orloff (1993) calls “capacity to form 
an independent household” - influence the composition and the size of the group lone 
mothers. A previous study (Burstrom, Whitehead et al. 2010) showed that the most common 
route into lone motherhood in Italy was becoming a widow, while divorce/separation or being 
single from the start was by contrast the most common route in Sweden and Britain. In Italy, 
there are no unemployment benefits for those who have not yet entered the labour market, and 
there is no national last resort safety net for the poor (Naldini and Saraceno 2008). 
Accordingly, in Italy divorce and separation is most common among women with high social 
position; well educated women with attachment to the labour market (Solera 1998; Istat 2008; 
Burstrom, Whitehead et al. 2010) and only in Italy was employment more prevalent among 
lone mothers compared to couple mothers. 
 
Researchers have argued that Italy is experiencing the emancipation of women resulting in an 
increase in the numbers of lone mothers (Trifiletti, Pratesi et al. 2001). Should the anticipated 
development continue and the composition change to include all social groups, it may result 
in increased differentials in health between lone and couple mothers in Italy, and in particular 
among the youngest and lowest skilled/educated mothers who are known to be 
disproportionately hit by unemployment. As Korpi, Ferrarini and Englund (2011) note, it is 
the women with working class background that are at higher risk of non-employment in all 
types of family policy dimensions. Women with higher education are in the labour force to a 
larger extent irrespective of family policies, as seen in this study particularly in the case of 
Italian lone mothers. The dual earner family policy model however does better in including 
other social groups in the labour market, as seen in the Swedish employment proportions for 
mothers. 
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Limitations 
 
The cross sectional design of this study does not allow for conclusions on the causality of the 
associations we find. We used large national household surveys, pooling several survey years 
to yield statistical power and enable sub group analysis of the non-employed. Data 
comparability is a potential pitfall in all cross-national research. Issues concerning sample 
frame and country specific variables may limit the comparability between countries using 
national surveys. We were not able to analyse financial problems or lack of social support for 
all three countries, known to be prevalent risk factors among the non-employed lone mothers. 
Analysing data on national level may also conceal regional differences, for instance labour 
market participation for mothers varies from 60% in the northern areas to 20% in the southern 
areas of Italy (Del Boca and Vuri 2007). Levels of, as well as entitlements to, transfers also 
differ between regions in Italy.  
 
As the response rate is generally lower among those with lower socio-economic position, and 
in poor health status are less likely to participate in surveys (Lorant, Demarest et al. 2007), it 
is possible that the excess risk of less than good health among non-employed lone mothers is 
underestimated in this study.  
 
Reporting of levels of self-rated health may be culture specific. These differences may be real 
differences in objective health status, or differences in levels of knowledge that underlie self-
rated health or finally differences in how personal evaluations of health are made (Jyhlä 
2009). The absolute prevalence levels of poor health, therefore, were not compared between 
countries. Comparing sub-groups within countries, we may use the absolute prevalence rates. 
Large relative differences between lone and couple mothers within each employment status 
group were found in Sweden. The large relative inequalities as well as the comparatively low 
absolute levels of poor health found in Sweden are consistent with other studies (Lahelma and 
Lundberg 2009).  
 
Although causality cannot be inferred, this study suggests potential explanations behind the 
poor health of the non-employed and identifies non-employment as a structural issue with 
implications for lone mothers‟ health.  
 
Conclusion 
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Being non-employed was relatively worse for lone than couple mothers‟ health, in all three 
countries studied. Lone motherhood and non-employment are dynamic states. From a public 
health perspective, this makes the poor health of non-employed lone mothers all the more 
important as it affects many women and their children, and potentially increasingly so, since 
lone motherhood is an increasing phenomenon. Theoretically, it could be remedied as family 
policy is shaped by politics. Further work would benefit from a specific focus on lone fathers. 
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Table I. Social characteristics of lone vs couple mothers, aged 25-59, by employment status in Britain (2000-2003), Italy (2000 and 2005) and Sweden 
(2000-2005) 
 
Social characteristics Britain Italy Sweden
% Mothers that are lone mothers 22.9 9,6 16.9
Sample size lone mothers 1573 4031 867
Employed Employed Employed
Unemployed Homemakers Economically Unemployed Homemakers Economically Unemployed Economically
inactive inactive inactive*
Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple Lone Couple
n 874 n 3768 n 83 n 94 n 459 n 1214 n 157 n 217 2494 18175 299 2642 854 16151 384 1873 n 605 n 3319 n 66 n 180 n 196 n 761
Age group
25-34 33.4 28.9 56.6 42.6 55.8 42.6 42.0 30.4 11.1 19.9 21.5 34.2 7.3 20.3 2.6 5.0 19.7 26.3 31.8 41.1 29.1 36.5
35-44 49.1 52.0 34.9 47.9 37.0 20.1 42.0 46.1 38.9 43.7 44.2 41.6 21.5 34.2 5.5 15.0 49.1 48.8 42.4 43.3 40.8 42.2
45-59 17.5 19.1 8.4 9.6 7.2 13.7 15.9 23.5 50.1 36.4 34.3 24.2 71.2 45.5 92.0 80.0 31.2 24.9 25.8 15.6 30.1 21.3
Educational level
High 30.0 37.3 18.1 26.6 8.8 23.2 14.1 22.7 13.8 15.6 1.9 6.0 2.7 2.5 6.8 11.4 18.1 25.3 9.1 8.4 12.8 14.5
Medium 34.4 32.9 31.3 33.0 21.0 28.1 26.3 27.3 41.6 44.9 27.1 33.3 18.8 25.1 22.1 29.4 73.5 69.7 75.8 75.8 61.7 71.1
Low 35.6 29.8 50.6 40.4 70.2 48.7 59.6 50.0 44.6 39.5 71.1 60.7 78.4 72.4 71.1 59.3 8.4 5.0 15.2 15.7 25.5 14.5
Occupational class
Non-manual 64.2 70.1 35.9 41.5 32.0 51.8 38.2 45.2 64.4 69.9 29.8 30.5 14.7 13.1 43.4 53.4 57.2 62.9 33.3 41.1 21.4 31.3
Manual 35.4 29.4 36.1 27.7 48.2 35.1 42.0 36.9 31.7 27.5 46.5 50.5 17.9 18.2 37.8 36.6 40.8 36.6 47.0 47.2 32.1 43.6
Never worked 0.5 0.5 28.9 30.9 19.8 13.1 19.8 18.0 3.9 2.6 23.7 19.0 67.4 68.7 18.8 10.3 2.0 0.6 19.7 11.7 46.4 25.1
Pre-school children 20.4 32.5 24.1 36.2 48.8 57.3 19.8 26.3 14.1 31.6 22.9 41.1 11.7 25.1 2.5 8.7 25.0 41.9 40.9 59.4 31.1 51.5
Daily smoker 42.3 21.6 62.7 38.3 55.8 25.6 54.8 35.0 33.8 19.9 40.3 22.0 24.2 17.9 21.8 18.9 31.2 15.5 43.9 22.9 40.2 20.0
Less than good SRH 39.4 27.8 49.4 41.5 49.0 36.4 68.8 65.9 38.8 33.9 40.5 39.2 51.2 38.8 61.5 58.0 25.1 14.9 50.0 29.4 49.5 27.2
*including homemakers
Non-employed Non-employed Non-employed
Table(s)
 Table II. Odds ratios for poor health for lone mothers compared to couple mothers aged 25-59 with 95% CI. Data from Britain (2000-2003), Italy (2000 
and 2005) and Sweden (2000-2005) 
 
 
 
 
  
Britain Italy Sweden
M odel 1* M odel 2** M odel 3*** M odel 4**** M odel 5***** M odel 1* M odel 2** M odel 3*** M odel 4**** M odel 5***** M odel 1* M odel 2** M odel 3*** M odel 4**** M odel 5*****
Couple mother 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0
Lone mother 1.83 (1.63-2.05) 1.73 (1.54-1.94) 1.63 (1.45-1.84) 1.62 (1.44-1.83) 1.54 (1.37-1.74) 1,11 (1,04-1,19) 1,12 (1,05-1,2) 1,15 (1,07-1,23) 1,10 (1,03-1,18) 1,13 (1,06-1,21) 2.20 (1.87-2.59) 2.07 (1.75-2.44) 1.97 (1.67-2.33)1.88 (1.58-2.22) 1.84 (1.55-2.18)
*adjusted for age group 
**adjusted for age group and level of education
*** adjusted for age group, level of education and non-employment
**** adjusted for age group, level of education and daily smoking 
*****adjusted for age group,  level of education, daily smoking and non-employment
Table III. Evaluation of synergy effects between lone motherhood and non-employment on self-rated health for mothers aged 25-59 years (adjusted for 
age and level of education). Data from Britain (2000-2003), Italy (2000 and 2005) and Sweden (2000-2005) 
 
 
Non-employed* Economically inactive ** Unemployed
Britain Lone motherhood Yes No Yes No Yes No
Yes 2.74 (2.31-3.26) 1.66 (1.42-1.94) 2.79 (2.33-3.34) 1.66 (1.42-1.94) 2.36 (1.52-3.67) 1.66 (1.42-1.93)
No 1.72 (1.51-1.95) 1 1.71 (1.50-1.95) 1 1.79 (1.18-2.72) 1
Synergy index 1.27 (0.92-1.75) 1.30 (0.93-1.82) 0.94 (0.38-2.36)
n 6866 (employed+ all not employed) 6689 (employed+ economically inactive) 4819 (employed+ unemployed)
Italy Lone motherhood
Yes 1.41 (1.27-1.57) 1.07 (0.98-1.17) 1.45 (1.29-1.64) 1.07 (0.98-1.16) 1.21 (0.95-1.53) 1.09 (1.00-1.19)
No 1.11 (1.06-1.16) 1.08 (1.03-1.13) 1.32 (1.21-1.45)
Synergy index 2.25 (1.14-4.42) 3.04 (1.35-6.83) 0.50 (0.12-2.04)
n 42872 ( employed+ all not employed)  39931 (employed+ economically inactive) 23610 (employed+ unemployed)
Sweden Lone motherhood
Yes 5.00 (3.80-6.47) 1.79 (1.46-2.21) 4.82 (3.56-6.53) 1.80 (1.46-2.22) 5.39 (3.28-8.87) 1.80 (1.46-2.22)
No 2.07 (1.74-2.47) 1 2.02 (1.67-3.44) 1 2.33 (1.66-3.28) 1
Synergy index 2.12 (1.42-3.16) 2.10 (1.34-3.29) 2.23 (1.01-4.22)
n 5127 (employed+ all not employed) 4881 (employed+ economically inactive) 4170 (employed+ unemployed)
* Al l  categories  that are not employed
** Al l  economical ly inactive including homemakers
Dual earner 
family policy model
Sweden
Other examples: Denmark, Finland, Norway, 
Contradictory
No countries have been found that 
confirm this theoretical category.
Market-oriented 
family policy model
Britain
Other examples: Australia, Canada, Ireland, 
Japan, New Zealand, Switzerland, USA
Traditional 
family policy model
Italy
Other examples: Austria, Belgium, France, 
Germany, the Netherlands
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